oor Chicago communities with high concentra tions of African Americans (AAs), Hispanics/Latinos (H/Ls) or other ethnic/racial minority groups have significantly higher rates of cancer mortality and morbidity than the city of Chicago overall. Chicago cancer death rates Abstract Background: In 2015, Chicago Cancer Health Equity Collaborative (ChicagoCHEC) was formed to address cancer inequities. The Community Engagement Core (CEC) is one of the key components aimed at establishing meaningful partnerships between the academic institutions and the community. Herein, we describe ChicagoCHEC CEC processes, challenges, opportunities, successes, and preliminary evaluation results.
CANCER HEALTH INEQUITIES AND CHICAGO'S POOR COMMUNITIES
Chicago has a population of 2.7 million 3 with a median age of 33.7 years. About 67.3% of the city's population is comprised of racial and ethnic minorities: 32.4% are AAs, 28.9%
are H/Ls, 6% are Asian Americans, and 33% are non-Hispanic Whites. 2, 3 Chicago remains one of the most segregated cities in the nation, with high concentrations of racial and ethnic minorities in selected neighborhoods. Table 1 identifies 21 Chicago communities where more than 30% of households live in poverty and have unemployment rates of more than 20%, compared with 19% and 10%, respectively, for the city as a whole. 2 Ten of these economically stressed communities are overwhelmingly AA (>90%); four have high concentrations of H/Ls (≥47%), and one neighborhood is more than 70%
Asian/Asian American.
Cancer is the second leading cause of death in Chicago, in Illinois, and nationwide. 4, 5 This is also true for racial and ethnic minorities except for H/Ls for whom, according to reports from the American Cancer Society, cancer is the number one cause of death. 6 Regarding Chicago cancer incidence and mortality, Table 1 shows that among the 21 low socioeconomic (SES) communities in Chicago, those with very high concentrations of AAs, also had the highest rates of cancer incidence and mortality, particularly for prostate, lung and colorectal cancer during 2009-2013. 2 The opposite was true (low cancer incidence and deaths) for the two predominantly H/L low SES communities. Although breast cancer incidence, in particular, was relatively low in many of the lower SES minority communities compared with the overall Chicago average, breast cancer mortality was very high in these communities. A lack of knowledge and financial, linguistic, cultural, and institutional barriers for early screening, diagnosis, and treatment have been proposed as explanations for these disparities in breast cancer mortality. 7 
WHY FORM A COMMUNITY-ACADEMIC PARTNERSHIP?
Since the 1980s, the potential benefits of building community health coalitions and partnerships have been recognized by the federal and local government and many private sector organizations. Such alliances have been promoted to address health problems (e.g., HIV/AIDS, diabetes, cancer), with diverse sectors and stakeholders, including universities and research institutions, departments of health and others.
These efforts have led to a gradual shift from traditional mainstream research with limited community involvement to CPAR. CPAR calls for research to be conducted in the community and with the participation of community representatives in all aspects of the research activitiesplanning, development, design, implementation, analyses and dissemination of research findings. CPAR also calls for using research and data for community action, system change, and policy work. 8 Because these approaches and trends involve a learning process for both the community as well as for organizational and institutional partners, community capacity building (e.g., knowledge, skills, infrastructure building) is built into the CPAR model. Despite these efforts, the degree of community engagement in research has varied from low (e.g., an advisory committee consulted once or twice during the duration of the project) to high (e.g., Table 1 Most representatives of the educational and community organizations that came together during the pre-grant application process have remained actively involved. They share a
ChicagoCHEC Overall Goal
• To promote cancer health equity and reduce cancer disparities through scientific research discovery, research training, and community engagement.
Community Engagement Core (CEC)' s Overall Goal
To improve health and reduce Cancer disparities through Partnership-building, Community Awareness, and Education and facilitating community participation in cancer-related research, research training and, cancer screening, early diagnosis, treatment and survivorship through community and professional services network.
CEC Aims/Objectives
• To establish programs and processes that promote robust relationships of ChicagoCHEC multi-academic institutions and Chicago communities.
• Develop and implement community outreach and educational activities.
• Provide opportunities and linkages for students, trainees/fellows, faculty, staff and other investigators to engage in cancer research on vulnerable populations and to collaborate with community organizations on cancer health equity issues.
• Plan and implement the National Cancer Institute (NCI)' s National Outreach Network's goals.
Principles of Collaboration:
• Commitment to health equity, collective decisions, and collective action.
• Commitment to meaningful community involvement in all project activities.
• Promote transparency and clear communications.
• Promote Inclusiveness of diverse, vulnerable populations (racial/ethnic minorities; LGBTQ, people with disabilities, refugees, immigrants).
• Intergeneration representation, so knowledge is transfer from one generation to another.
• High quality, ethical research.
• Collective interpretation and dissemination of results at professional and community events.
• Commitment to the institutionalization of community programs through pursuing new funding.
• To achieve cancer health equity by challenging political, social, economic, community and medical inequalities.
• Support cancer prevention for people at risk and facilitate linkages to community services for screening and earlier cancer diagnosis, treatment, care, and survivorship, including the provision of support groups and other essential services.
• Commitment to the improvement of the quality of life of cancer survivors and caregivers. health, and human services; see Table 2 ). Twenty-two members were invited after CEC co-leaders and staff reviewed the backgrounds of potential members and reached consensus.
Each CSC member signed a letter of agreement. The agreement • Plan and implement annual community forum;
• Engage in Policy Action and CEC Evaluation;
• Conduct CHEC-In conversations.
• Research Dissemination Research Training Opportunities:
• Facilitate training of fellows on cancer & CPAR research and health equity issues;
• Link fellows with community cancer prevention & control programs and activities;
• Integrate CE activities with the Research pilot studies, and assure community representation in the planning and implementation of studies. 
Short-term

Process / Indicators (Examples)
Demonstrated progress in achieving process objectives. 
Assessment of Community Views Based on In-Depth
Community needs assessment (on-going)
CEC community needs assessments have been accomplished through the CHEC-Ins conversations that consist of community dialogues with residents in targeted low-income communities. The purposes are to: 1. Identify community education needs in the areas of cancer awareness, education and care, cancer screening, and referrals for early diagnosis and treatment; identify the needs of people living with cancer, cancer survivors, and their caregivers in terms of access to services; and 2. Identify other community services gaps/needs for people at risk or living with cancer. During these events, we increase community understanding of the structural (political, economic and social) causes of cancer disparities; provided cancer information about community resources, and disseminated relevant research findings. In collaboration with the ChicagoCHEC Education and Training Core, and community and academic partners, we facilitate community internship opportunities and community engagement training, to research fellows through our summer and year-long academic programs. About 85% of our fellows who have participated in the training have continued with graduate education and others are currently working in cancer and researchrelated work.
Resources developed
Dealing with Cervical Cancer. A bilingual educational brochure for Latina women living with cervical cancer. Developed in partnership with Gilda's Club, a ChicagoCHEC partner. Cancer Health Resources Guide. The guide lists Chicago area community resources for cancer prevention, screening, diagnosis, and support groups. More than 500 have been distributed, and many more have been downloaded from ChicagoCHEC website.
Examples of fact sheets and policy briefs developed
Obesity and cancer among Latino men Tobacco use among Puerto Rican men.
In collaboration with other ChicagoCHEC Cores, more than six policy briefs have been developed and published at the Society for Behavioral Medicine (www.SBM.org) that they are culturally tailored, and they have reviewed some of the translation of instruments to ensure cultural, gender, and health literacy appropriateness. They have also assisted in recruiting study participants and in the disseminating of findings.
Partnership Effectiveness Survey Results
A total of 77 ChicagoCHEC network members were invited to fill out the online survey; 43 stakeholders completed it, yielding a 55% response rate. Of these 43 respondents, 17
were CSC members and 26 were researchers, staff, or other (Table 4) . Table 5 shows selected findings of community partners' responses to the partnership survey in the areas of planning, membership, communications, leadership, decision making, climate, and community benefits. Survey participants were asked to rate each item as poor, fair, excellent/very good, or good. The average percentages that rated ChicagoCHEC in these areas of the domain were 81%, with the lowest average of 69% given to the domain related to community benefits.
However, community members gave the highest percentages in Table 5 to items related to promoting a healthy or positive group environment such as being sensitive to group differences (based on race, gender, culture or point of view; 94%), efforts to follow participatory approaches (88%), and so on. In addition, 1) participants stated that they were committed to the work of the partnership, 2) 88% strongly agreed they have 
In-Depth Face-to-Face Interview Results
Twelve face-to-face interviews were completed among members of the CSC. Several key themes emerged:
1. There is a lack of cancer education workshops in the community. Stakeholders mentioned they would like to have more seminars in community settings on the different types of cancer.
2. While ChicagoCHEC networking has been valuable, academic partners still have insufficient exposure to the community. During the interviews, it was also acknowledged that ChicagoCHEC team of investigators need to have a strong presence in the community. 
DISCUSSION AND CONCLUSIONS
Our findings are consistent with Drahota et al. 10 in their literature review of community-academic partnerships, 10 as well as with Florin et al. 16 and Giachello et al., 17 who described the stages of partnership development as building trust and Questions were only asked to community partners who participated in the study. Bear for assisting final editing and logistics.
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